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Introduction
Mentalization can be defined as the capacity to understand
implicitly and explicitly our own behaviour and that of
others to underline mental states and intentions. It implies
the capacity to be aware about mental states and to use this
awareness to regulate affects and negotiate interpersonal
relationships.
Mentalization-based treatment (MBT) is a therapeutic
approach that has demonstrated its efficacy in the treatment
of borderline personality disorder [1]. As far as we know,
no clinical trials have been published on the efficacy of
MBT applied to ED [2]. MBT applied to ED has not only
purpose to reduce symptoms, but also to enhance the
psychological and social competences that are involved in
understanding both one’s own and other people’s minds,
and, hence, to improve affective regulation.
The principal aim of our study is to assess the efficacy of
MBT applied to anorexia nervosa (AN) and bulimia ner-
vosa (BN), not only in the reduction of symptoms, but also
to reinforce social and psychological skills. To carefully
evaluate MBT, we compared the results with those
obtained with a short-term psychodynamic treatment
(SPT).
Methods
The present study was conducted in the Psychiatric
Clinic of the University Hospital (PSU) and in the unit
for the treatment of eating disorders (UTED) of the
Socio-Health Agency in Udine, Italy. The two centres
work in strict collaboration but are located in different
parts of the city. Twelve patients were selected to enter
the MBT group. During the same time period, 12 patients
were included in the SPT group by selecting patients who
could be matched by age and gender to those included in
the MBT group. Patients were assigned to either group
on the basis of the place of first contact (PSU or UTED).
The inclusion criteria were: age below 50 years, DSM-5
diagnosis of AN and BN, and good understanding of the
Italian language. The exclusion criteria included: a
comorbidity with bipolar disorder or with psychosis,
abuse or alcohol and substances addiction, and organic
mental impairment.
The assessment was administered at the beginning of
therapy (T0) and after 18 months (T1). All patients signed
an informed consensus to participate. The local Ethics
Committee approved the study.
Instruments
All participants were subjected to a psychometric assess-
ment aimed at investigating:
1. Diagnosis: SCID-I and SCID-II.
2. Dimensions of psychopathology: Hamilton scales for
anxiety and depression, TAS-20, SCL-90.
3. Eating and nutritional profile: EDI-3, Binge Eating
Scale (BES), Body Uneasiness Test (BUT).
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4. Clinical and social assessments: CGI, Social Adapta-
tion Self-evaluation Scale (SASS), SF-12, Global
Assessment of Functioning (GAF).
5. Specific dimensions related to mentalizing: Dissocia-
tive Experience Scale (DES), a 28-item scale; the
Relationship Anecdotes Paradigm-revised (r-RAP), a
semi-structured interview, based on the integration of
the evaluation of the core conflictual relationship
theme (CCRT) and the central part of the adult
attachment interview (AAI).
Psychotherapy protocol
For all of the patient sample and the control group, a
psychiatric, medical, nutritional and dietetics monitoring
was carried out.
The MBT protocol consisted of an 18 months psy-
chotherapy: a weekly individual psychotherapy session
lasting 45 min, plus a weekly session of group psy-
chotherapy lasting 90 min. The therapists were trained in
MBT-ED at the Anna Freud Institute of London.
The SPT group, carried out in parallel during the same
period of 18 months, consisted of a weekly session of in-
dividual psychotherapy lasting 50 min, conducted by psy-
chodynamic-orientated therapists.
The two treatments share important theoretic and prac-
tical principles, which are rooted within the psychodynamic
theory framework. However, MBT and SPT also show some
differences in the way the sessions are carried out (Table 1).
MBT starts from the same mental stance of not-knowing of
psychodynamic treatment, but makes use of this informa-
tion differently with an active focus on understanding and
misunderstanding of self and others, using both implicit and
explicit interventions, on the basis of the actual mental state
of the patient. The MBT therapist is more active than the
psychodynamic therapist and stimulates a shared view of
the processes that underlie the session rather than pretend-
ing to understand them, as the psychodynamic therapist
usually does. Moreover, the MBT therapist helps the patient
to deal with his own feelings, rather than simply recognizing
them and naming them for the patient.
Statistics
Socio-demographic characteristics and clinical testing of
the two treatment groups (MBT and SPT) were compared
to baseline (T0) using the t test for independent samples for
continuous measurements, the Fisher’s exact test for
dichotomous measurements and the v2 for categorical
measures.
Table 1 Comparison of psychodynamic-oriented and MBT therapists (Th)
Psychodynamic therapist MBT therapist
Passive[Active Active[ passive
‘‘Why do we have two ears but only one mouth? Because it means
that you have to listen twice as much as talking’’—Jewish proverb
Th.: ‘‘I’m curious about what kind of feelings X experienced when…’’
Predominantly implicit interventions Implicit and explicit interventions
Pt.: ‘‘Every time I try to take care of myself something bad happens
to me: I booked a trip and I was cheated, I’m really discouraged’’
Th. ‘‘Listening to you makes me realize how differently you tell us
about things now. To me, you seem clear and able to stick to the
point, which I find so much better. What do other people think?’’Th.: ‘‘It ‘s hard to believe that you can keep trying since there seems
to be a connection between the two events’’
Negotiates rules, regulations, norms of behaviour States rules, regulations, norms of behaviour
Th.: ‘‘I understand it is important to you what you say on the phone,
but I think it’s more helpful to address this in a session’’
The therapist can stop the group process when it is unproductive or is
missing important opportunities for mentalizing exploration in the
here and now
In group-therapy, emphasis on the group-as-a-whole In group-therapy, emphasis on individuals
Here the ‘‘mind of the group’’ is working, not a group of minds There is not a ‘‘mind of the group’’ but instead ‘‘a group of minds’’
working together
Stop, slow, or ‘‘rewind’’ the patient/group: rare Stop, slow, or ‘‘rewind’’ the patient/group: common
Th.: ‘‘I understand, you are terribly discouraged and bored in your
work, I remember that you said that your father was the one who
made things interesting as you stood apart’’
Th.: ‘‘I’m sorry, but I am lost here. Can we go back to when…’’
Change through restructuring self of the patient Change through stimulating patient to understand self and others
Pt.: ‘‘I feel good, now, about myself in relation to…’’ Th.: ‘‘What do others think about how X managed things? … And
what do you X think about what has been said by other members?’’)Th.: ‘‘Feeling well about oneself is so crucial that when you find ways
to reach this feeling you can start thinking of being near the end of
the treatment’’
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GLM for repeated measures was performed, after
checking the assumptions, to examine the existence of
differences between groups. The assumptions that the
vector of the measures followed a multivariate normal
distribution (Shapiro–Wilk test) and that the variance–co-
variance matrices were circular in form (Mauchly’s
sphericity test) were verified.
All analyses were conducted using IBM SPSS Statistics
software version 20.0. The level of statistical significance
was set at p B 0.05.
Results
The two samples did not differ with respect to socio-de-
mographic variables (gender, education, marital status,
occupation) and clinical variables, a part from global
functioning according to GAF (74.8 vs. 64.0; p = 0.011).
In the MBT group, 7 patients (58.3 %) completed the
protocol, while in the SPT group, only 6 patients (50 %)
completed the study. The dropout rate among the two
groups was similar (p = 0.68). Subjects who abandoned
the treatments were not different from those remaining in
terms of age (p = 0.74), marital status (p = 0.07), educa-
tion (p = 0.54), diagnosis of AN vs. BN (p = 0.22),
number of binges in the last 3 months (p = 0.38), length of
ED (p = 0.66), previous psychotherapies (p = 0.53) or
comorbid personality disorders (p = 0.70).
At T1, only one MBT and two SPT patients maintained
an ED diagnoses, a difference that was not significant
(X2 = 0.66; p = 0.42).
The GLM analyses showed that the two treatments were
able to improve the mental health of the subjects on several
measures. As shown in Table 2, the within-group effects
were significant for most variables. The effect sizes (partial
Table 2 Results obtained with MBT and SPT
MBT SPT Within-groups
effects
Between-groups
effects
T0 (no. 12) T1 (no. 7) T0 (no. 12) T1 (no. 6) F (sign) F (sign)
DSM-5 diagnosis [no. (%)]
AN 5 (41.7 %) 0 8 (66.7 %) 1 (16.7 %)
BN 7 (58.3 %) 1 (14.3 %) 4 (33.3 %) 1 (16.7 %)
Amenorrhea [no. (%)] 2 (16.7 %) 2 (28.6 %) 6 (50 %) 1 (16.7 %)
Body mass index (BMI) (m; sd) 20.5 (6) 20.7 (2.1) 18.5 (1.4) 19.0 (1.1) 7.45 (0.02) 0.83 (0.38)
EDI-3 (m; sd)
Drive to thinness 62.3 (31.7) 40.3 (42.5) 72.3 (24.9) 66.2 (30.7) 2.48 (0.14) 0.97 (0.34)
Bulimia 62.4 (33.9) 37.3 (38.4) 52.9 (36.3) 52.8 (41.6) 2.21 (0.16) 0.10 (0.75)
Body dissatisfaction 68.5 (25.0) 58 (31.2) 60.4 (28.5) 61.2 (27.5) 0.32 (0.58) 0.42 (0.52)
Anxiety (HAM-A) (m; sd) 12.6 (7.7) 3.7 (1.8) 7.7 (6) 3.7 (4) 37.46 (\ 0.001) 2.20 (0.16)
Depression (HAM-D) (m; sd) 12.8 (5.6) 5.9 (3.7) 8.6 (7.2) 6.0 (3.2) 17.24 (0.002) 0.74 (0.41)
Tas-20 (m; sd)
TOTAL score 50.6 (13.2) 46.3 (14.9) 48.7 (13.8) 40.7 (12.6) 4.28 (0.06) 0.85 (0.37)
Identifying emotions 19.3 (6.8) 14.1 (5.7) 29.3 (43.2) 11.8 (4.1) 7.66 (0.01) 0.40 (0.54)
Describing emotions 14.8 (7.0) 14.7 (4.2) 15.6 (5.2) 11.5 (3.9) 7.16 (0.02) 1.88 (0.19)
External-oriented thought 16.5 (5.2) 17.4 (7.6) 17.0 (4.5) 17.3 (6.1) 0.58 (0.46) 0.15 (0.70)
Severity of disease (CGI) (m; sd) – 2.14 (0.9) 0.52 1.83 (0.8) 5.97 (0.03) 0.68 (0.42)
Social Adaptation Self-Evaluation Scale
(SASS) (m; sd)
41.5 (4.1) 43.7 (5.7) 42.17 (4.7) 41.8 (3.4) 4.58 (0.05) 0.08 (0.42)
Dissociative Experience Scale (DES)
(m; sd)
14.5 (13.7) 7.5 (6.2) 10.2 (7.2) 8.0 (5.3) 7.01 (0.02) 0.09 (0.77)
Global Assessment of Functioning (GAF)
(m; sd)
74.8 (7.6) 80.9 (7.7) 64.0 (9.3) 73.7 (11) 12.14 (0.005) 8.01 (0.01)
Binge Eating Scale (BES) (m; sd) 18.7 (11.1) 9.7 (12) 14.8 (9.9) 15.5 (11) 0.57 (0.47) 1.8 (0.67)
Body Uneasiness Test (BUT-GSI) (m; sd) 2.0 (1.3) 1.3 (1.3) 14.8 (10) 1.3 (1.2) 5.34 (0.04) 0.26 (0.62)
Scl-90-GSI (m; sd) 1.0 (0.7) 0.4 (0.2) 1.9 (1) 0.5 (0.2) 7.29 (0.02) 0.17 (0.68)
SF-12 (m; sd) 0.7 (0.5)
Physical health 50.3 (8.8) 51.3 (3.2) 53.5 (5.9) 49.2 (10.5) 0.03 (0.87) 0.04 (0.84)
Mental health 33.0 (13.6) 42.7 (8.8) 36.7 (10.5) 38.2 (9.0) 4.10 (0.06) 0.17 (0.68)
Reflective functioning (r-RAP) (m; sd) 1.71 (1.11) 3.71 (1.25) 36.8 (10.6) 3.67 (0.82) 24.71 (\0.001) 0.07 (0.79)
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eta-squared) for the significant variables ranged from 0.29
(for SASS) to 0.77 (for HADS anxiety). The effect sizes of
HADS depression (0.61) and reflective functioning (0.69)
were also of particular magnitude.
When considering the between-groups effects, only the
GAF statistics was able to differentiate between the two
groups (p = 0.01; partial eta-squared = 0.42).
Discussion
This is a preliminary research that needs to be replicated
with larger studies. A number of limitations make arduous
definite conclusion on the absolute efficacy of MBT
treatment in ED. On the other hand, our study may be
considered innovative because it compares a treatment
(MBT), not yet systematically studied in ED, with a
treatment that is among those that are considered effica-
cious for the treatment of ED.
We should first acknowledge that the limited sample
size diminished the statistical power of the study. A second
limitation is that our protocol did not include a waiting-list
arm or a non-specific treatment condition. Although there
is growing evidence suggesting that ED do not improve
during wait-list conditions, in the present study, it was not
possible to distinguish between the effects of specific vs.
non-specific factors.
Also, the consistent dropout rate must be considered,
although this may be considered a general problem in
psychotherapy research. One of the most recent reviews
shows that for ED treatments, the dropout rates ranged
from 20 to 51 % for inpatient and from 29 to 73 % for
outpatient [3]. Our data are right in the middle of the ranges
reported in that review.
When we focus on the results, the comparison between
the two groups shows that both treatments were associated
with a considerable improvement on several measures.
Moreover, there were no differences between the two
treatments in any of the outcome measures, except from the
GAF. This finding can be viewed as satisfactory, when we
consider that MBT is a relatively new treatment rarely used
for the therapy of ED patients. The fact that its efficacy,
along with the rate of adherence of the patients, is quite
equivalent to that obtained with a well-established treat-
ment stimulates both theoretical and practical questions.
Among the first, the evidence is that the differences
between the assumptions that underlie the two treatments
(implicit exploration vs. mixed and flexible implicit/ex-
plicit exploration, or else passive vs. passive/active
approach) are not substantial. This may address further
questions about the mechanisms involved in the process of
healing of ED patients. Among the practical questions, the
issue is whether MBT is a more suitable and cost-effective
opportunity to be implemented in a public service and for
the training of the psychiatric residents.
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